Need we repeat it again? Every defect should lead to improvement processes that make care safer. It is time to deliver on the promise of reporting systems in patient safety.
While it is clear that event-reporting systems are now central elements in effective patient safety systems, their growth and implementation have been slow, and their effective use for implementing strategies for safer care has been even slower. In the decade since the report of the Institute of Medicine (IOM) to Err is Human 2 released in 1999, and an Organization with a Memory 3 published in 2000, consensus has grown that learning from patient safety events is an essential part of creating safer healthcare systems-at both national and local levels.
IMPLEMENTING REPORTING SYSTEMS IS FREIGHTED WITH NATIONAL AS WELL AS LOCAL ISSUES
This journal has devoted many pages to the implementation of various event detection or reporting systems. There have been a number of large-scale event reporting systems developed such as those found in the US Veteran's Administration, national systems in the UK and Demark, and state-based systems in the USA and Australia. Much of the literature on reporting systems has been descriptive in nature. [4] [5] [6] The absence of consensus surrounding the best process is an academic as well as political exercise among policy makers, but this absence of consensus should not hold back efforts to implement the most effective system that is at hand. Choices include spontaneous active reporting by front line care givers, indicators from administrative data, audits of clinical charts and triggers from medical record systems. 7 8 It is regrettable that the process of developing a national approach for reporting in some countries has been painfully slow-as has been the case-for example, in the USA. Safety culture can be said to be a national issue as well as a local institutional matter. For example, legislative hearings regarding reporting systems began in the USA in January 2000 immediately following the publication of To Err is Human. However, legislation to spur an effective national approach was not enacted until July 2005. Still further delays were encountered in promulgating final regulations, which would become effective in January 2009. Shojania, in a recent commentary in QSHC, summarised many of the difficulties with reporting techniques and pointed out that regardless of burgeoning technology, inadequate reporting often has more to do with human rather than electronic components of systems. It is apparent from extensive and valuable work that, while national reporting systems offer promise, reporting must be accompanied by real change and improvement that uses what we know to address what we find by such measurement systems. Results-based articles are beginning to appear in the peer-reviewed literature based on the study of large numbers of reported events. Benn et al 11 in this issue provide an extensive review of the processes for feedback when effective reporting systems are in place (see page 11).
Patients and scholars of patient safety alike would say it is about time. The most compelling challenge to operators of existing reporting systems is to mine their data and publish learnings from their systems. While alerts and local newsletters are of value, the peer-reviewed literature needs more results-based articles and publications on what is learnt from event reports.
''EVERY DEFECT IS A TREASURE''
Repeating this epigram is all well and good, 1 but its familiarity only emphasises the persistent urgency for development of safer systems for feedback as well as detection. For example, the knowledge to reduce or even eliminate surgical site, ventilatorrelated or central line infections compels us to track these events so that they are indeed eliminated. The report by Hutchinson et al 10 and the summary of evidence by Benn et al 11 offer compelling evidence that detection and reporting systems are now essential parts of safer healthcare systems and that there is urgency to harnessing the technology, culture, knowledge and human commitment to harvest these data for ever safer systems. 
